


ASSUME CARE NOTE

RE: Robert Shirley
DOB: 11/25/1936
DOS: 11/01/2024
CC: Assume care.

HPI: An 87-year-old gentleman with a diagnosis of Alzheimer’s dementia seen in the room. He has a caregiver who is present with him. This caregiver is a nurse and has followed him for greater than one year. The patient was awake but in bed, caregiver at bedside. He was very pleasant and looked to be in good spirits, but unable to give information. Caregiver and chart notes source the following information: The patient was admitted to Vitality Living since changed to Radiance Assisted Living on 06/17/2023. Since that time, there has been clear progression of memory deficits, generalized weakness and gait instability. When seen today, the patient made eye contact and he smiled. He would kind of grunt or say some words that were clear, but random and out of context. He was generally cooperative to physical exam.

PAST MEDICAL HISTORY: Alzheimer’s disease – unclear when and by whom diagnosed, coronary artery disease, GERD, BPH, hypothyroid, paroxysmal atrial fibrillation, history of DM II – recently discontinued oral medications, gait instability with falls, urinary stress incontinence, insomnia, B12 deficiency, paroxysmal atrial fibrillation, wedge compression fracture L1 and wedge compression fracture of T3 and T4, macular degeneration, hard of hearing, history of MI, history of cerebral infarction, history of TIAs, and asthma.

PAST SURGICAL HISTORY: Coronary artery stent placement x 2, appendectomy, tonsillectomy, right inguinal hernia repair, pacemaker placement with subsequent removal, and dental extractions.

MEDICATIONS: Going forward: Plavix q.d., B12 1000 mcg subcutaneous q. 30 days, Eliquis 2.5 mg p.o. q.12h., Advair Diskus 100/50 mcg one puff b.i.d., Flonase nasal spray two sprays q.d., levothyroxine 88 mcg q.d., lidocaine patch to affected area a.m. and off h.s., losartan 25 mg q.d., Namenda 10 mg q.d., Remeron 7.5 mg h.s., Protonix 40 mg q.d., and trazodone 150 mg h.s. – we will hold.
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ALLERGIES: No known drug allergies.
CODE STATUS: DNR.

REVIEW OF SYSTEMS: This information is provided by the caretaker. The patient has had a history of sleep difficulties and will toss and turn most of the night and may have a few hours of sleep toward early morning. He is prescribed trazodone 150 mg which has been effective to the point that he has difficulty awakening and staying awake the next day. Caregiver believes it affects his appetite and his gait and gait instability. The patient has a long history of being hard of hearing. He has had hearing aids which he does not wear. He has macular degeneration with some visual deficit, but unable to quantify. Over the last six months, the patient’s gait has become more unstable, no longer able to walk safely with a walker, reluctant to use a wheelchair, but it has been found to be safest for transport. He has had increasing incontinence of both bowel and bladder. Occasionally, the caregiver can toilet him before the incontinence. He is not able to let her know when he needs to go. He has also had weight loss that has led to decrease in oral hypoglycemics and also his A1c. His cognition has slowly, but clearly declined. He recognizes his caregiver and she is not sure that he recognizes anyone else. He is not clearly communicative as he used to be. The patient has had a decrease in ability to swallow without difficulty that has led to crush medication order and caregiver is asking for a decrease if possible in medications as despite having the medication crush order, he still will cough and is hesitant about taking his medication. We also reviewed medications and caregiver was present with understanding of results. 
PHYSICAL EXAMINATION:

GENERAL: Well-developed and well-nourished gentleman, lying in bed, lying at an angle and just kind of randomly moving around. He did make eye contact.

VITAL SIGNS: Blood pressure 112/59, pulse 68, temperature 97.6, respirations 18, and weight 184.5 pounds.

HEENT: His hair is a bit disheveled. Sclerae are clear. Nares patent. Moist oral mucosa.

NECK: Supple. No LAD.

RESPIRATORY: Anterolateral lung fields the patient checked and the patient unable to cooperate with deep inspiration, but lung fields appear relatively clear. He had no cough. There was symmetric excursion.

CARDIOVASCULAR: He has an irregularly irregular rhythm. No murmur, rub or gallop noted.

ABDOMEN: Soft. Bowel sounds hypoactive. No distention or tenderness.
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MUSCULOSKELETAL: He has fairly good muscle mass and motor strength. There is some discoordination in the movement of arms and legs and not able to reposition himself from lying diagonal to up and down. He has no lower extremity edema and intact radial pulses.

NEURO: CN II through XII are grossly intact. Orientation x 1. He would make intermittent eye contact when being spoken to. He would just say some random words here and there, but not able to give information or voice needs. Affect was generally smiling and he would make eye contact with caregiver when she did one-to-one face-to-face with eye contact.

PSYCHIATRIC: He appeared to be in a good mood and good spirits, but again unable to give information regarding self. 
SKIN: Warm, dry and intact. Fair turgor. No significant bruising or skin tears noted.

ASSESSMENT & PLAN:
1. Alzheimer’s disease with progression. His care needs are now 6/6 ADLs with noted memory deficits of both short and long-term memory. Speech has significantly declined. When he does, it is random and out of context and given this overall decline with the increased care need in all arenas, family requested evaluation by Traditions Hospice and that evaluation has been completed. 
2. Insomnia. Trazodone will be held and we will see how he does without it. If sleep aid is needed, a much lower dose would be ordered.

3. Incontinence. He now has frank incontinence of both bowel and bladder. Caregiver does at times try to toilet him, generally unsuccessful. I am discontinuing Proscar and Flomax. 
4. Dysphagia. Diet is modified to mechanical soft and he is fed one-on-one and medications are crush order and we will try to minimize the number of medications taken.
5. Generalized muscle weakness and gait instability: Family requests physical therapy. I am ordering restorative PT which will help the patient with weightbearing and transfer assist and possibly holding utensils so that he can feed himself and that is going to be with focus on function.

6. DM-II. A1c on 11/01/24 is 5.6. Metformin has been discontinued and that was about nine weeks ago. He has also had a documented weight loss. So, hopefully he will not need any oral hypoglycemics going forward. We will do a repeat A1c in three months.

7. Hypokalemia. Potassium is 3.4. I am giving him daily KCl for a week and then we will do MWF with the followup potassium on 11/11/24.
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8. Hypoproteinemia. T protein and ALB are 5.5 and 3.0. I spoke with caretaker about this who states she will give protein drinks as recommended and can get him one daily. She said about 2 o’clock in the afternoon sounds like a good time for her to give it to him.

9. Anemia. H&H are 10.0 and 29.0 with normal indices. No intervention required.

10. General care: Nursing staff from facility as well as the caregiver present and all in agreement with the above orders and plan. 

CPT 99345 and direct caregiver contact 40 minutes
Linda Lucio, M.D.

This report has been transcribed but not proofread to expedite communication
